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Postpartum family planning (FP) could prevent more than 30% of maternal deaths by

effectively spacing births; this is particularly relevant in humanitarian contexts given that

disproportionate maternal death occurs in countries affected by crises. In humanitarian

settings, where accessing functional facilities is challenging with security risks that

constrain movement, many women are unable to return for their 6-week postpartum

visits and thus unable to receive FP counseling and adopt a method that suits their

fertility intentions. Thus, immediate postpartum family planning (IPPFP) interventions,

focused on long-acting reversible contraception (LARC) and tailored toward humanitarian

contexts, could contribute to healthy timing and spacing of pregnancy, particularly

among postpartum women, and improve maternal and newborn health. In 2014,

Save the Children integrated postpartum intrauterine device (IUD) services into its

FP package in emergency settings. In 2017, this expanded to include postpartum

implant uptake as well, given updated World Health Organization guidelines. Three

countries (Democratic Republic of Congo, Somalia, and Pakistan) opted for higher-

intensity programming for IPPFP with a specific focus on LARC. This involved training

delivery-room providers on counseling and provision of IPPFP, as well as training

antenatal care nurses in counseling pregnant women on IPPFP options. Three countries

(Rwanda, Syria, and Yemen) did not implement notable IPPFP interventions, although

they provided the standard of care and monitored provision via monthly service

delivery data. Using data from 2016 to 2019, we examined trends in immediate

postpartum LARC (IPP LARC) uptake and compared countries with higher-intensity

IPP LARC interventions to countries providing standard care. Tests of association were

performed to assess the significance of these differences. In the country programs

with higher-intensity IPPFP interventions, IPP LARC as a percentage of all deliveries

was much higher overall during the July 2016–December 2019 period. The IPP LARC

intervention had a significant impact on the overall proportion of women and girls

who adopted an IUD or implant within the first 48 h of delivery, F (1,250) = 523.16,

p < 0.001. The mean percentage of IPP LARC among all deliveries in intervention

country programs was 10.01% as compared to 0.77% in countries providing standard
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care. Results suggest that there is demand for IPP LARC in humanitarian contexts

and that uptake increases when multipronged solutions focusing on provider training,

community outreach, and service integration are applied.

Keywords: humanitarian settings, immediate postpartum contraception, intrauterime device, implant, acute crisis,

protracted emergencies, Long acting reversible contraception (LARC), healthy timing and spacing of pregnancy

INTRODUCTION

Postpartum family planning (PPFP) could prevent more than
30% of maternal deaths by effectively spacing births (1). Given
thatmore than 60% ofmaternal deaths occur in countries affected
by humanitarian crises, it is necessary to understand the drivers
for and barriers to increasing demand and use of PPFP in
countries affected by conflict and natural disaster (2).

Humanitarian settings, also referred to as conflict-affected
or emergency settings, can be a direct result of human-
induced conflicts, such as war and economic insecurity, or
environmental conflicts, such as cyclones, droughts, and famine.
These crises can also be further described as a protracted crisis,
which is characterized by recurrent or long-lasting conflict or
persistent emergency, or acute crisis, which is characterized as
an active conflict or natural disaster. Displacement, exposure to
environmental toxins, persecution, and gender-based violence
are just some of the many devastating conditions experienced
by communities in these settings. In some cases, protection of
marginalized groups by a national government is not guaranteed,
often culminating in human rights violations.

As of 2017, at least 129 million people around the globe live
in humanitarian settings, with nearly one-fourth being women
and adolescent girls of reproductive age (3). The structural
instability and limited resources in humanitarian settings can
make it particularly difficult to obtain adequate FP services,
much less PPFP services. A mere 16% of sexual and reproductive
health (SRH) services in conflict-affected settings in sub-Saharan
Africa are able to provide comprehensive FP services (4). And
although more than 95% of postpartum women in resource-
limited countries did not want another pregnancy within a
year, nearly half had an unmet need for FP services (5).
These gaps in services can be problematic as it suggests high
rates of unplanned pregnancies, complicated births, unsafe
abortions, and even higher mortality rates in humanitarian
settings (3, 6).

Family Planning High Impact Practices, guidance used for FP
delivery primarily in development settings, recommends offering
contraceptive counseling and immediate postpartum family
planning (IPPFP) services as part of facility-based childbirth care
prior to discharge from the health facility (7). In humanitarian
settings, where accessing functional facilities is challenging with
security risks that constrain movement, many women are unable
to return for their 6-week postpartum visits and thus unable
to receive FP counseling and adopt a method that suits their
fertility intentions. Thus, IPPFP interventions tailored toward
humanitarian contexts could contribute to improvements in
FP uptake, particularly among postpartum women, and reduce
maternal mortality in crisis settings (8, 9).

Family planning, inclusive of the postpartum period, allows
women to exercise their human right to contraceptive access
so they may choose when to conceive as well as prevent
unintended pregnancies if they choose not to conceive (10). By
practicing this rights-based approach, women can ensure the
healthy timing and spacing of pregnancy (HTSP), which is a
notable benefit of PPFP (11). HTSP reduces the risks of adverse
maternal and perinatal outcomes by giving the mother enough
time to recuperate after her delivery and provide care for her
child. Contrarily, short intervals between pregnancies increase
the likelihood of maternal mortality, subsequent premature and
low-birth-weight babies, congenital disorders, and other birth-
related complications (12–14). Nonetheless, the unmet need for
contraception among postpartum women remains high in many
resource-limited settings (15).

Integrating high-impact practices such as immediate
postpartum IPPFP counselling services and services into FP
programs is key in addressing gaps in unmet FP needs (7). The
World Health Organization (WHO) Medical Eligibility Criteria
for Contraceptive Use (MEC) provides guidance on the safety
of contraceptive methods for use given specific characteristics
and health contexts using numerical categories ranging from
one (a condition for which there is no restriction for the use of
the contraceptive method) to four (a condition that represents
an unacceptable health risk if the contraceptive method is used)
(16). Contraceptive methods that can be performed or used
immediately after childbirth (i.e., within 48 h of delivery) and
are appropriate for women who are breastfeeding have MEC
categories of 1 and 2. These include the intrauterine device
(IUD) within 48 h of delivery (copper-bearing is MEC category
1, levonorgestrel is MEC category 2); implants (MEC category 2),
progestin-only pills (MEC category 2), lactational amenorrhea
method (LAM), condoms, and voluntary surgical contraception
(VSC) (16).

Progestin-only pills, condoms, and LAM are highly effective
methods when used adherently and consistently. VSC is a
permanent method that requires highly skilled healthcare
personnel and explicit service provision when implemented into
practice (11), given the uncertainty that often exists within
humanitarian contexts that challenges contraceptive adherence
along with the common shortage of health providers with the
skills and qualifications needed to perform VSC. Both IUDs and
contraceptive implants are long-acting reversible contraceptive
(LARC)methods that are effective for anywhere between 3 and 10
years, depending on the type of LARC inserted. The IPP period
has several potential benefits for LARC use as women know
they are not pregnant and are motivated to avoid short-interval
pregnancy. In the case of an IUD, given that the uterus is often
lax during the IPP period, insertion can be much easier, and less
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painful after childbirth (17). The discomfort related to standard
insertion can also be masked by the lochia, vaginal bleeding,
and discharge, which occurs during and shortly after childbirth
(17). An additional benefit of IPP LARC use is that clients are
already under the care of a medical provider when giving birth,
so it proves to be more cost-effective and provides a level of
convenience to the client when inserted after childbirth (18, 19).
The efficacy of LARC methods combined with the immediacy
of insertion allows for HTSP and ultimately improves maternal,
newborn, and child health (15). With the assumption of free and
informed choice, LARCs have been shown to be a safe, effective,
and feasible IPPFP intervention for HTSP (20).

Immediate LARC insertion can be beneficial to clients who
face access barriers or are unable to follow up with postpartum
care visits as recommended, which can be especially relevant in
humanitarian settings because of the structural instability and
a woman’s desire to delay pregnancy because of conditions of
conflict and uncertainty (12, 14, 21). With that said, IPPFP
can negligently be viewed as low priority when providing
humanitarian aid in these contexts despite a continued need and
desire for HTSP (22, 23).

While the topic of IPPFP has become an emerging interest
among FP initiatives and humanitarian workers, there remain
gaps in understanding its application in conflict settings. The
benefits of IPPFP are contingent on its effective implementation,
which requires quality clinical training, availability of supplies
and commodities, community sensitization, and the installation
of monitoring systems.

To address the issue of high maternal morbidity and mortality
among women and girls living in humanitarian settings, Save
the Children began implementing a SRH program focused
on FP and postabortion care (PAC) in 2012. Working in
collaboration with the Ministries of Health, governments,
and other relevant stakeholders, Save the Children applied
a four-pronged approach to ensure voluntary, high-quality
FP and PAC services in humanitarian settings; this included

capacity building, assurance of supplies and infrastructure,
community collaboration and mobilization, and consistent data
management for ongoing monitoring, evaluation, and data
use (Figure 1).

To better support HTSP and improve access to PPFP,
Save the Children integrated voluntary IPP IUD services
into its FP package in emergency settings in 2014. Given
Save the Children’s extensive work in maternal and newborn
health, IPP contraception provided yet another opportunity
for women, girls, and families to learn about contraception
options that suited their fertility desires. In 2016, program
indicators for tracking IPP IUD use were standardized and
systematically monitored across country portfolios. In 2017,
as a result of updated guidance from the WHO, Save the
Children expanded the package to include implant insertion
within the first 48 h of delivery. This gave women and
girls greater choice and provided the opportunity to expand
IPPFP services.

Within the broader package of offered SRH services, country
programs prioritized activities based on population needs,
community norms, and health system capacity. Three countries
(Democratic Republic of Congo, Somalia, and Pakistan) opted
for higher-intensity programming for voluntary IPPFP. Three
countries (Rwanda, Syria, and Yemen) did not focus as intensely
on IPPFP-specific activities and interventions; however, IPPFP
was a component of standard care within the overall FP program;
thus, providers were trained on IPPFP, relevant supplies were
available, and IPPFP service delivery data were monitored on a
monthly basis.

We hypothesized that the countries focused more intensively
on expanding and improving IPPFP services would see heighted
demand for IUD and implant insertion within the first 48 h
of delivery. Taking into account varied IPPFP programmatic
approaches, we compare country programs with higher-
intensity IPPFP interventions to countries who maintained
standard care.

FIGURE 1 | Save the Children’s approach to ensure voluntary, high-quality FP, and PAC services in humanitarian settings.
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MATERIALS AND METHODS

To evaluate the overall uptake of IPP LARC within six country
programs, we analyzed the retrospective service delivery data
from each of the country programs from July 2016 through
December 2019, examining overall trends and comparing
programs with higher-intensity IPPFP interventions to those
applying standard care.

The six country programs are diverse in their geography,
populations served, contraceptive prevalence, and contraceptive
method mix (Table 1) (24). Table 1 notes when each of the six
Save the Children FP programs commenced, the number of
facilities supported, and the overall program catchment areas.
Using data from The United Nations Department of Economic
and Social Affairs’ Contraceptive Use by Method 2019, the table
also notes contraceptive prevalence and overall method mix for
each of the six countries at a national level. In many instances,

the national method mix included in Table 1 is not reflective of

themethodmix within the country program geographies; further,

many national surveys are out of date and do not fully capture the
areas within countries that are affected by crises. The Democratic
Republic of Congo (DRC) data derived from 29 health facilities
in rural Masisi and Mweso in North Kivu; Pakistan from 8
urban and periurban health facilities in Shikarpur and Jacobabad;
Somalia from 10 rural health facilities in Puntland; Rwanda from
one rural health facility within a Burundian refugee camp in
Kirehe; Syria from 6 urban health facilities in Aleppo and Idlib;
and Yemen from 16 urban health facilities in Lahj and Hodeida.

All six country programs received standard and comparable
support for FP service delivery in terms of clinical capacity
building, assurance of supplies and appropriate infrastructure,

demand creation, and support on data collection and
management. The higher-intensity IPPFP intervention applied
in DRC, Pakistan, and Somalia focused on three overall facets of
voluntary IPPFP service delivery- clinical training, health facility
operations/service integration, and community mobilization.
Although IPPFP was a component of clinical training for all
country programs, a rights-based cascade training specifically
for IPPFP was effectively rolled out in the DRC, Pakistan, and
Somalia. After a 5-day training-of-trainers, master trainers
trained health providers locally, with a focus on midwives and
nurses within maternity departments at supported facilities. Task
sharing was essential, given that facilities are often understaffed
and do not always have medical doctors consistently on-site.
On-the-job training and mentoring proved very useful in
ensuring IPPFP quality and motivating providers. There was a
strong focus on IPPFP-specific counseling, during antenatal care
(ANC) visits and within maternity departments where women
and girls are waiting prior to labor and delivery. It was critical
that IPPFP counseling provided accurate information that
allowed women and girls the right to make a free and informed
choice. IPPFP-specific IEC materials were created and were
available for outpatient visits, ANC visits, FP visits, and within
maternity departments.

Operational changes were made at facilities to better support
IPPFP services. Programs ensured that counseling materials
and implant and IUD kits, for both insertion and removal,
were available within maternity departments, especially in health
facilities where FP services are often separated from maternal
health services. Further, IPPFP counseling during ANC required
linkages to labor and delivery as well. In Pakistan, a tracking
system was developed so that those who expressed interest in

TABLE 1 | Overview of family planning programs in six countries.

Save the Children program information National-level contraceptive use data Contraceptive use by method 2019; United
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Year of latest

survey data

DRC 2012 29 493,948 22.4 0.2 0.8 1.3 1.0 0.7 0.1 6.8 11.6 2013

Pakistan 2012 8 799,773 23.6 1.5 0.3 1.8 1.2 6.4 0.1 6.4 5.9 2017

Somalia 2012 10 385,851 14.9 0.5 0.1 1.1 3.7 0.0 0.0 0.2 9.3 2006

Rwanda

(Burundian

Refugees)

2016 1 28,762 19.4* 0.7* 4.6* 8.6* 1.2* 0.4* 0.1* 1.3* 2.7* 2016*

Syria 2016 6 315,000 31.6 14.1 0.0 0.6 5.5 1.9 0.0 1.6 7.9 2009

Yemen 2013 16 507,489 25.5 4.3 0.4 3.0 8.4 1.9 0.1 0.6 14.6 2013

1Source: United Nations, Department of Economic and Social Affairs, Population Division (2019). Contraceptive Use by Method 2019: Data Booklet (ST/ESA/SER.A/435).
2Other category includes rhythm method, withdrawal, lactational amenorrhea method, and various other cited methods.

*Burundi country data.
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IPPFP during ANC visits would automatically be flagged for
further IPPFP counseling and preparation within the maternity
department. In order to increase demand for IPPFP, quality is
critical. The country programs closely monitored IPPFP services
and reasons for LARC removal to ensure that there were no issues
with infection or perforation.

Finally, the DRC, Somalia, and Pakistan country programs
conducted community outreach to create further understanding
of and demand for IPPFP services so that women, girls,
and families could voluntarily choose a method of IPPFP if
they desired. Community health workers incorporated IPPFP
information into their ongoing health conversations. Male
spouses and partners were encouraged to join for ANC visits
so that they could better understand the benefits of IPPFP for
mothers, newborns, and families. Within communities, IPPFP
champions, both male and female, were identified to speak about
their positive experiences with IPPFP and were available to
meet with their neighbors to address any questions or concerns.
IPPFP data were monitored on a monthly basis, and program
modifications were made based on facility trends.

Retrospective FP data collected on a monthly basis were
extracted for programs in the DRC, Pakistan, Somalia, Rwanda,
Syria, and Yemen. To ensure data quality in all six country
programs, Save the Children trained health providers, key
Ministry of Health staff, and relevant Save the Children health
staff on effective data management and data use. To reduce
error, data were entered into a deployable DHIS-2 database
and reviewed on a monthly basis to note unusual trends
or discrepancies. Extracted variables of interest included the
number of clients who adopted an IUD within 48 h of delivery
(inclusive of postcesarean IUD, IUD insertion within 10min
of normal delivery, and IUD after 10min and within 48 h of
normal delivery), number of clients who adopted an implant
within the first 48 h of delivery, total number of deliveries,
number of new IUD users, number of new implant users,
and total number of new FP users (overall and by method).
Key indicators included the proportion of IPP LARC among
all deliveries, the proportion of IPP LARC among all new FP
clients, proportion of IPP IUD users among all new IPP IUD
users and total FP clients, and proportion of IPP implant users
among all new implant users and total FP clients. All country
programs had standardized age disaggregated data by 2018; thus,
all data and indicators were available for the following four
age categories in 2018–2019: 10–14, 15–19, 20–24, and 25 years
and older.

Using Stata 15, tests of association were performed to
assess differences between higher-IPPFP-intervention countries
and standard-care countries for key indicators. An analysis of
variance was used to compare the proportion of IPP LARC
uptake between higher-intensity intervention programs and
standard care programs, and a post-hoc Tukey test was used to
compare each of the six country programs. Changes in service
delivery trends over time were observed for key indicators. IPP
IUD and IPP implant use were analyzed in the context of overall
FP use and method mix within each country program. Finally,
we analyzed the proportion of IPP IUD and IPP implant uptake
among all deliveries by age group.

The study was approved by the Save the Children Ethical
Review Committee and does not constitute human subjects
research, given its reliance on service delivery statistics.

RESULTS

The patterns of IPP LARC use varied by age group across the
six country programs (Table 2). As expected, women older than
24 years had the highest proportion of IPP LARC uptake within
each country. In Pakistan, IPP LARC was almost exclusively
used by women 25 years or older (96.43%); however, in DRC,
Rwanda, and Somalia, there was a more notable age distribution
among IPP LARC users, including among adolescents aged 15–
19 years. Table 3 shows the percentage of IPP LARC uptake
among all facility-based deliveries by country program and age
group. Similar to overall proportions of IPP LARC use, the
country programs in DRC, Rwanda, and Somalia saw higher
percentages of adolescents who delivered babies adopting IPP
LARC (7.55% in DRC; 9.94% in Somalia; and 1.20% in Rwanda)
as compared to Pakistan, Syria, and Yemen.

In the country programs with higher-intensity IPPFP
interventions, IPP LARC as a percentage of all deliveries was
much higher overall during the July 2016–December 2019 period.
The IPPFP intervention had a significant impact on the overall
proportion of women and girls who adopted an IUD or implant
within the first 48 h of delivery, F (1,250) = 523.16, p < 0.001.
The mean percentage of IPP LARC among all deliveries in
higher-intensity intervention country programs was 10.01% as
compared to 0.77% in countries with standard care. Overall, in
the DRC, 10.68% of all women and girls delivering at supported
facilities adopted IPP LARC; in Pakistan, this was 6.65%, and in
Somalia, 12.71%. In the standard-care countries, these statistics
were much lower, with 0.52% of all women and girls delivering
in supported facilities in Rwanda adopting IPP LARC, 1.73% in
Syria, and 0.07% in Yemen.

The proportion of IPP LARC uptake among all deliveries by
country yielded significant variation among country programs,
F (5,246) = 179.47, p < 0.001. Each of the intervention countries
(DRC, Pakistan, and Somalia) differed significantly from all
other countries (p < 0.01). Syria and Yemen differed (p =

0.05); however, Rwanda was not significantly different from Syria
nor Yemen.

As noted in Figure 2, trends in IPP LARC contraception
uptake varied across countries in time pattern and method.
Figures 3–8 highlight monthly trends over time in percentage
of IPPFP among all deliveries, as well as the proportion of IUD
vs. implant IPPFP within each country program. In DRC, the
percentage of IPPFP has trended upward over time; in July
2016, 6.5% of all women and girls delivering within a program-
supported facility adopted an IPP IUD; and by December 2019,
19.6% of all clients delivering accepted IPP LARC. Ongoing
training, community mobilization efforts, and the addition of
implants into the IPP package has aided this trajectory in the
DRC. Pakistan has seen spikes and dips in their IPPFP uptake
overall due to quality training and focus on IPPFP accelerating
services combined with consistent structural challenges due to
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TABLE 2 | Age distribution of immediate postpartum LARC clients, by country program.

10–14 15–19 20–24 ≥25

% n % n % n % n

DRC 0.03% 1 7.22% 235 20.14% 655 72.61% 2,362

Pakistan 0.00% 0 0.00% 0 3.57% 39 96.43% 1,053

Somalia 0.00% 0 9.73% 167 27.21% 467 63.05% 1,082

Rwanda 0.00% 0 10.53% 2 26.32% 5 63.16% 12

Syria 0.00% 0 1.59% 8 10.71% 54 87.70% 442

Yemen 0.00% 0 0.00% 0 34.48% 10 65.52% 19

TABLE 3 | Percentage of immediate postpartum LARC uptake among all

facility-based deliveries, by country program and age group.

10–14 15–19 20–24 ≥25

DRC 1.89% 5.66% 8.14% 15.86%

Pakistan 0.00% 0.00% 1.20% 8.01%

Somalia 0.00% 9.94% 12.44% 13.08%

Rwanda 0.00% 1.20% 0.87% 0.81%

Syria 0.00% 0.21% 0.99% 5.28%

Yemen 0.00% 0.00% 0.15% 0.20%

FP services that were managed separately from maternal and
newborn health services at the facilities. Pakistan saw the highest
percentage of IPP LARC update in August 2016 (17.0%) and
again in October 2018 (17.9%). Somalia, despite implants holding
a much greater portion of the overall method mix, had early
and sustained success with IPP IUD services; although implants
now contribute to IPPFP services, overall IPPFP uptake remains
fairly constant due to ongoing local training of midwives and
systematic integration of IPPFP education and messaging into
ANC visits. IPP LARC uptake in the Somalia program has been
notably consistent, fluctuating between 8.7 and 17.6% of all
deliveries. In Rwanda, Syria, and Yemen, there was an initial
lag before IPPFP services were available. Although IPP IUD
insertion had been a part of clinical training, specialized trainings
on IPPFP were delayed for health providers in Yemen and
Syria due to travel restrictions; these countries also experienced
implant stock-out periods, making it difficult to fully incorporate
implants into the IPPFP package. Syria began to see a steady
increase in IPP IUD use in mid-2018, which continued to grow
through the end of 2019, fluctuating between 2.6 and 5.5% of
all deliveries. Rwanda’s IPPFP uptake was inconsistent, although
more prone to volatility given the small catchment area; when IPP
LARC services were provided, uptake fluctuated between 1.3 and
2.2% of monthly deliveries. Yemen saw a very minor and uptick
in July 2018 (0.36% of all deliveries), which was sustained through
2019, reaching a high of 0.44% of all deliveries in October 2018.
Although availability of IPPFP has improved in Yemen, demand
for services has consistently remained low.

In all countries, IUDs were a higher proportion of IPP
LARC uptake as compared to implants (Table 4). However,
with the exception of Syria and Yemen, implants comprise a

greater proportion of the overall method mix. Both Syria and
Yemen experienced implant supply delays during the July 2016–
December 2018 period. DRC shows the most notable contrast,
with nearly all IPPFP users opting for IUDs (93.1%, n = 4,817),
despite IUDs comprising 15.1% (n= 9,615) of the overall method
mix; meanwhile, implants comprise 53.1% (n = 33,779) of the
overall method mix.

Table 5 examines the contribution of IPP IUDs and IPP
implants to implant, IUD, LARC, and FP use overall. It is notable
that IPP IUD use contributes to approximately half of total IUD
use in the DRC (50.10%) and Somalia (49.13%).

DISCUSSION

This study shows that there is demand for IPP LARC in
humanitarian contexts and that uptake increases when
multipronged solutions focusing on provider training,
community outreach, and service integration are applied.
Proportion of IPP IUD vs IPP implant within each country
program, increases in IPPFP uptake were seen within the July
2016–December 2019 period. In countries where IPPFP was
prioritized within the broader package of contraceptive services,
a greater proportion of women and girls opted for an IUD
or implant within the first 48 h of their delivery. IPPFP was a
larger proportion of overall LARC use in these higher-intensity
countries. In places where short-acting methods are large
proportions of the overall method mix, introducing IPPFP may
be a way to expand uptake of LARC methods.

Even within country programs that successfully expanded
services and demand for IPPFP, there were still challenges
associated with implementation and sustainability. Sustainable
human resources for health are a challenge worldwide, but
notably in humanitarian settings (25, 26). Highly skilled health
providers are often scarce and, as a result of war and natural
disaster, cannot always remain at their assigned health facility.
Although all facilities within each of the six program countries
had providers trained on FP, these skills were often lost when
providers left their post or took promotions elsewhere. To that
end, applying a training-of-trainers model for IPPFP allowed
for greater continuity and retention of these skills within
health facilities, even during periods when provider availability
was strained.
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FIGURE 2 | Immediate postpartum LARC update as a percentage of facility-based deliveries, July 2016-December 2019.

FIGURE 3 | Immediate postpartum IUD and implant uptake among all facility-based deliveries, July 2016-December 2019, DRC.
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FIGURE 4 | Immediate postpartum IUD and implant uptake among all facility-based deliveries, July 2016-December 2019, Pakistan.

FIGURE 5 | Immediate postpartum IUD and implant uptake among all facility-based deliveries, July 2016-December 2019, Somalia.
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FIGURE 6 | Immediate postpartum IUD and implant uptake among all facility-based deliveries, July 2016-December 2019, Rwanda.

FIGURE 7 | Immediate postpartum IUD and implant uptake among all facility-based deliveries, July 2016-December 2019, Syria.
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FIGURE 8 | Immediate postpartum IUD and implant uptake among all facility-based deliveries, July 2016-December 2019, Yemen.

Integration of services was one of the more difficult challenges
to overcome. For example, in Pakistan, FP services are provided
under the direction of the Population Welfare Department,
whereas the Department of Health focuses on maternal health,
including emergency obstetric care and other reproductive health
services. Because of the different management structures and
operational policies, i.e., the Department of Health provides 24/7
care, it was important to involve both government entities in
order to effectively ensure quality IPPFP services. Funding for
IPPFP also proved challenging at times, given that it effectively
needs to be incorporated into maternal and newborn health
packages, but is often relegated to FP funding. In 2019, the
Pakistan country program shifted its model to provide broader
support to government health services, while scaling back the
frequency of supervision; this type of shifting in funding and
priorities can also lead to initial declines in service provision
as new ways of working are established. Continued efforts to
fund and support integrated health services across outpatient
FP and inpatient labor departments will improve the delivery
of IPPFP services, among other related maternal, newborn, and
reproductive health services.

Access to IPPFP expanded the LARC portion of the overall
methodmix in places where standalone LARC uptake is a smaller
portion of the overall method mix, notably Somalia and Pakistan.
Similarly, IPPFP services prompted demand for IUDs, which
remained the preferred IPPFP method over implants, even in

places like the DRC and Somalia, where implants are a higher
proportion of the method mix.

There are several limitations to this study, most notably its sole
reliance on monthly service delivery statistics at a facility-level
and program documentation. The client perspective is missing
from this study, which limits our understanding of drivers for
IPPFP services, notably in the way of LARC use within the first
48 h of delivery. Future qualitative studies among a diversity
of clients would deepen evidence and understanding of IPPFP,
notably among marginalized groups, including adolescents,
people living with disabilities, and populations on the move.
Further, there is an inherent selection bias in the study given that
the country programs with higher-intensity IPPFP interventions
began offering FP services through theirMinistries of Health with
Save the Children support earlier than the countries providing
standard care. The DRC, Somalia, and Pakistan FP programs
were launched in 2012, Yemen in 2013, and Rwanda and Syria
in 2016. Thus, it is likely that newer country programs were
still focused on overall start-up activities, whereas the more
established programs were at a juncture where they could expand
their work to focus on more specific areas of quality service
delivery, including IPPFP. Similarly, all of the countries with
higher IPPFP intensity interventions are in protracted crises,
meaning that the population faces a higher risk of death,
illness, and reduced livelihoods as a result of conflict, in the
case of DRC and Somalia, and natural disaster, in the case of
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TABLE 4 | Percentage of IUD and implant as proportion of IPPFP and overall method mix.

Country IUD percentage of

overall IPPFP

IUD percentage in

overall method

mix

Implant

percentage of

overall IPPFP

Implant

percentage in

overall method

mix

DRC 93.1% (n = 4,817) 15.1% (n = 9,615) 6.9% (n = 358) 53.1% (n = 33,779)

Pakistan 89.5% (n = 1,337) 15.6% (n = 7,361) 10.5% (n = 157) 17.4% (n = 8,204)

Somalia 87.3% (n = 2,351) 14.6% (n = 4,785) 12.7% (n = 341) 15.6% (n = 5,103)

Rwanda 100% (n = 19) 4.5% (n = 216) 0.0% (n = 0) 24.6% (n = 1,175)

Syria 100% (n = 508) 34.1% (n = 7,549) 0.0% (n = 0) 1.7% (n = 372)

Yemen 100% (n = 32) 16.5% (n = 8,705) 0.0% (n = 0) 11.3% (n = 5,926)

TABLE 5 | Immediate postpartum IUD and implant contribution to overall family planning uptake, July 2016–December 2019.

Country IPP IUD as

percentage of

total new IUD

acceptors

IPP implant as percentage

of total new implant

acceptors

IPPFP as percentage of

total new LARC acceptors

IPPFP as percentage of

total new FP acceptors

overall

DRC 50.10% 1.06% 11.93% 8.14%

Pakistan 18.16% 1.91% 9.60% 3.16%

Somalia 49.13% 6.68% 27.22% 8.24%

Rwanda 8.80% 0.00% 1.37% 0.40%

Syria 6.73% 0.00% 6.41% 2.29%

Yemen 0.37% 0.00% 0.22% 0.06%

Pakistan. Meanwhile, Syria and Yemen are in more active, acute
phases of conflict. This led to more notable restrictions; for
instance, Ministry of Health staff from Somalia, DRC, Pakistan,
and Rwanda were able to travel outside of their countries for
specialized training on IPPFP, whereas staff from Syria and
Yemen could not be due to visa and travel restrictions. Further,
the acute crisis caused supply chain challenges for implant
commodities in Syria and Yemen, which were not experienced
in more protracted settings. Implants are not a part of the
interagency reproductive health kits, which are relied on heavily
for procurement of contraceptive supplies in acute emergencies,
such as Yemen and Syria (27). Although implants can be
procured external to the kits, it takes a great deal of time to
get supplies into these two countries. The Rwanda program,
although not an acute emergency, operates from a single health
facility in a refugee camp, whereas the other five programs are in
non-camp settings.

Although several countries have had ongoing success with
PPIUD uptake, the practice still remains underutilized overall
in humanitarian contexts. However, this study highlights that
with sustained, multipronged approaches, demand for IPPFP
can be generated and met. The integration of rights-based
IPPFP services into existing reproductive health services allows
for postpartum women in humanitarian settings to space their
pregnancies in situations where it is often difficult to return to
a health facility for FP in the future. This comparison study
shows that by incorporating IPPFP training on counseling and
service delivery for providers withinmaternity and ANC services,

women, girls, and families will more readily choose to adopt
an IPPFP method. IPPFP services are not overly complicated
when quality FP services already exist within health facilities.
These overall findings show that lessons learned from IPPFP
development sector can be successfully applied to emergencies,
increasing the opportunity to reduce maternal mortality in
geographic locations where it is most concentrated.
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